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Unit Objectives
•
•

•
•

•
•
•
•
•

Explain navigation through the system, including locating and accessing data, and
incorporating data into the system
Explain the process of filing documentation in accordance with internal and external
organizational requirements
Describe the importance of entry of data into computer and technology devices quickly,
with an acceptable degree of accuracy
Convey the importance of ensuring computer entries are complete and accurate, with
the need to double check data entry carefully, and identify and correct typographical
errors
Identify how to maintain professional standards in all documentation activities
Identify how to keep logs, records, and files that are up-to-date and readily accessible,
noting important changes in status
Recognize and promote the practice of good record keeping
Identify how to obtain appropriate information, signatures, and approvals promptly
Convey the importance of ensuring all appropriate documents are included in the EHR,
such as electronic, written and scanned documents
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Navigation Through the System: Activation
of a Patient
• Before documentation, first a patient is activated in the system. This
means the patient’s record is opened for access and made active for data
entry.
• When a patient is activated, you should ensure the correct patient is
displayed on the screen.
– This is often validated using a two-ID data check: you should validate the
patient is correct using two or more of the following data elements:
•
•
•
•
•
•

Name
Birthdate
Age
Medical record number/patient number
Gender
(Note: Some organizations may use photos for further positive identification)

• Single Sign-On: Sometimes, by logging on to one clinical application,
activation is made across several programs, such as the EMR, the PACS
system, the LIS (if it is external to the EMR), and the PAIS.
• Data from the various sections of the modules is often arranged in
columns, sections or in tabular format, across the screen
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Data Arrangement
• Data from the various
sections of the modules is
often arranged in columns,
sections or in tabular format,
across the screen
• In the Ambulatory Summary
example on the right, data is
arranged in sections, such as
a Chart Summary,
Medications, Vital Signs,
Measurements, Labs, Notes,
and Recommendations
Activity: In the Ambulatory Summary screen displayed on this page, what is the
abnormal temperature reading that is displayed? What is the patient’s highest BMI?
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File Documentation by Internal and External
Organizational Requirements
• Documentation is usually completed, signed,
filed, or saved, according to your
organization’s requirements
• Always consult your organization’s policies
and procedures for both internal and external
organizational requirements for filing
documentation, including timing following
the encounter
– Legally or regulatory speaking, this may be
anywhere from immediately during or
following the visit/encounter/procedure to up
to 72 hours following it
– However, it is always the best policy to
document as soon as possible for better
accuracy, clarity and integrity
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The Golden Rules for Documenting
• Use the following as “golden rules” for
documenting*:
– Continuum of Care: Health care providers make clinical
decisions based on what has been documented by other care
providers. Poor or inaccurate documentation of assessments
can result in unnecessary duplicative tests, delays, and errors
in diagnosis.
– Billing: Significant payment denials are frequently made by
third party payers due to the inability to verify services
rendered because of scanty documentation.
– Research/Legal: Reliance on inaccurate, insufficient
documentation can result in wrong conclusions that could
have far reaching deleterious effects.
– Regulatory Compliance: Findings of noncompliance can often
be attributed to lack of documentation resulting in citations,
fines, and, in some instances, program termination.
*From RiskRx: 2015 Volume 12 Number 3 July- September. http://flbog.sip.ufl.edu/risk-rx-article/golden-rules-of-chart-documentation/
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The Golden Rules for Documenting (cont’d)

• Some Do’s and Don’ts regarding
documentation:
• Do Document Timely, Adequately, and
Accurately.
• Do Document Objectively and Factually.
• Do Not Intentionally Alter The Medical Record.
• Do Not Use Unapproved Abbreviations.
• Do Not Leave Blank Spaces on Required
Forms.
• Do Ensure Date, Time, and Signature is
Entered for All Record Entries.
• Do Read What You Cosign.
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The When’s and How’s of
Documentation Entry
Follow these “when’s” and “how’s” from the WHO of documentation
entry:
• When to enter documentation:
– As a chronological records of actions and events
– At the time of or as soon as practicable after:
•
•
•
•
•

the action or event
collaborations
variances to expected outcomes
critical incidents
an identified late entry

• How to enter documentation:
–
–
–
–
–
–

Concise, accurate and true record
Clear, legible, permanent and identifiable
Chronological, current, confidential
Based on observations, evidence, assessment
Consistent with guidelines, organisational policy and legislation
Avoids abbreviations, white space, ambiguity
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General Rules for Correct Documentation
• Always make documentation
entries in a timely manner,
ensuring their accuracy
• Double check for spelling, correct
word choice and abbreviation
avoidance
• Check the specific policies and
procedures for culling (removal) or
amending records at your
organization
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General Rules for Correcting
Documentation Errors

• Where your organization does not have
specific procedures for correcting errors
in health records, use the following as a
guide:
– Errors should be corrected by the person who made the
initial entry. This is called an amendment. If that is not
possible, the author’s supervisor or authorized designee
may make the correction in extenuating circumstances as
an addendum to the record.
– If the electronic system does not provide for marking of the
original error, the process for amendments must be
followed. The information marked by the correction and
any subsequent corrected entry must identify the person
making the correction.
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General Rules for Correcting
Documentation Errors (cont’d)
– The correct information should be located as adjacent to
the original entry as possible, maximizing the likelihood that
a user accessing the record will see the correction and
locate the correct information. The reason for the
correction should be part of the marking of the original
entry or the corrected entry or both.
– Any edits or additions done to a completed/signed
document must be labeled as an addendum and must
reference the entry the addendum is linked to.
– Do not discard or replace handwritten notes which may
contain an erroneous entry. All entries must accurately
reflect the date and time at which they were made and
signed. Never add notes after the fact without accurately
authenticating, dating and referencing the original entry.
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Professional Standards in all
Documentation Activities
Documentation serves three purposes:
1. It facilitates communication:
– Through documentation, eHealth workers
communicate to other health care providers
through their notes, assessments and impressions of
a patient’s condition, care planning, interventions
and outcomes.

2. It promotes safe and appropriate clinical care:
– When eHealth workers document the care they
provide, other members of the health care team are
able to review the documentation, contribute to
safe and appropriate care and provides data for
research and workload management.

3. It meets professional and legal standards:
– Documentation is a comprehensive record of care
provided to a patient. It demonstrates how an
eHealth worker has applied knowledge, skills and
judgment to their work.
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Professional Standards in all
Documentation Activities (cont’d)
• If a worker belongs to a professional group,
such as physicians, nurses or therapists
often do, they work according to
professional standards.
• Other eHealth workers follow standards
that are similar to these organizations’,
such as ensuring their documentation is:
– Contemporary
– Factual and true record (authentic)
– Based on evidence and observation
(accurate)
– Inclusive of planned care provided and
actions taken
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Keeping Records Up-To-Date and
Accessible
• You should ensure that all logs, records and files are
up-to-date, making certain that the most recent
information is captured in all documentation
• Use your organization’s standards and protocols for
saving files, documents and folders to ensure all
documentation is readily accessible
• Always note important updates and changes in status
to ensure that the most recent observations are
reflected in documentation
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The Practice of Good RecordKeeping
• All health care organizations have rigid
documentation policies and undertake regular
auditing, monitoring and record-keeping of
documentation to ensure policies and
procedures are followed
• You should recognize and promote to your
colleagues the general practices of good record
keeping, including ensuring all records are:
– Clear and accurate
– Confidential, when patient or other protected
health information is involved
– Quality-infused
– Timely
– Complete
– Secure
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Obtaining Appropriate Information,
Signatures, and Approvals On-Time
• Sometimes documents may need a cosignature, approval or review before they are
finalized
– This is frequently the case with reports and
documents authored or initiated by medical or
nursing students, interns, or others that need a
secondary review or signature from a supervisory
member of the care team
– It may also be the case when medication
administration, care protocols or other patient care
needs to be validated by a clinical colleague

• If additional information, co-signatures or
reviews are required before documentation is
complete, ensure these steps are completed in a
timely manner
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Obtaining Appropriate Information,
Signatures, and Approvals On-Time (cont’d)

• Do not leave documentation waiting in
worklist queues without ensuring it is
progressing forward
– This may involve messaging, calling or emailing
the next party in the queue so that the document
is not “stalled”, waiting for signature or review, if
that is within your organization’s protocol
– Follow the process that is outlined in the policies
and procedures for your organization
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Documenting Unstructured Data in the
EHR
• As you have learned, EHRs can contain structured
(searchable, formatted text) as well as
unstructured (non-searchable, unformatted,
sometimes written or scanned text or images)
data
• Sometimes unstructured data can be converted
into structured data using tools such as OCR
(optical character recognition)
– OCR involves mechanical or electronic conversion
of images of typed, handwritten or printed text
into machine-encoded text

• Consult your organization’s policies and
procedures to see what your roles and
responsibilities include regarding retrieving
unstructured or scanned documentation into the
electronic health record
FC-C2M2U3

This work is produced by the EU*US eHealth Work Project. This project has
received funding from the European Union’s Horizon 2020 research and
innovation programme under Grant Agreement No. 727552
EUUSEHEALTHWORK

18

Unit Review Checklist
 Explained navigation through the system, including locating and accessing data, and
incorporating data into the system (HB09)
 Explained the process of filing documentation in accordance with internal and external
organizational requirements (HB06)
 Described the importance of entry of data into computer and technology devices quickly,
with an acceptable degree of accuracy (HL03)
 Conveyed the importance of ensuring computer entries are complete and accurate, with
the need to double check data entry carefully, and identify and correct typographical
errors (LL01)
 Identified how to maintain professional standards in all documentation activities (PL03)
 Identified how to keep logs, records, and files that are up-to-date and readily accessible,
noting important changes in status (TL01)
 Recognized and can promote the practice of good record keeping (TL02)
 Identified how to obtain appropriate information, signatures, and approvals promptly
(HB11)
 Conveyed the importance of ensuring all appropriate documents are included in the EHR,
such as electronic, written and scanned documents (HB12)
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Unit Review Exercise/Activity
• On the following graphic, name which of the
following data elements could be used to
confirm a patient’s identity:

Name:  Yes  No
Date of Birth:  Yes  No
Allergies:  Yes  No
Gender:  Yes  No
Age:  Yes  No
Bed location:  Yes  No
Photo:  Yes  No
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Unit Exam (cont’d)
1. Which of the following processes is not part of activating a
patient?
a.
b.
c.
d.

Opening up the patient’s record for documenting on it
Performing a two-part validation of the patient using data elements
Signing on to the PACS system
Assuring you have the correct patient displayed on the screen

2. Which of the following is not one of the “golden rules” for
documenting?
a.
b.
c.
d.

Document Timely, Adequately, and Accurately
Document Objectively and Factually
Use Unapproved Abbreviations Only When Time is Short
Ensure Date, Time, and Signature is Entered for All Record Entries
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Unit Exam (cont’d)
3. What should you do if you need to correct an error you discover
you have previously made when documenting on a patient?
a.
b.
c.

d.

Go back into the record and delete the data as soon as possible
Amend or add an addendum to the documentation per your
organization’s protocols
Print out a copy; cross out the data and then scan the revised document
back into the EHR
It is not possible to correct errors when documenting on a patient; just
ignore it

4. Which of the following is true about signatures in documentation?
a.
b.
c.
d.

Documents never need co-signatures
Medical students can usually sign documentation without a co-signer
You must call to investigate why a document is stalled in a worklist
queue
Care protocols may require review or co-signing before a document can
move forward in a worklist queue
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